Este é um relato de caso de feohifomicose, em joelho esquerdo de idoso não imunossuprimido, acompanhado de dor e aumento de volume em região anterior do joelho.
Infecção por feohifomicose em joelho
Este é um relato de caso de feohifomicose, em joelho esquerdo de idoso não imunossuprimido, acompanhado de dor e aumento de volume em região anterior do joelho. Suspeitou-se de bursite suprapatelar, sendo medicado com anti-inflamatório não esteroidal, sem apresentar remissão dos sintomas. Fez-se tratamento cirúrgico, foram ressecadas a bursa suprapatelar e a região anterior do tendão do quadríceps sendo a peça encaminhada
Introduction
Phaeohyphomycosis is the term used to describe infection caused by various species of dematiaceous fungi with blackish pigment, especially of the genera Wangiella, Alternaria and Exophiala. [1] [2] [3] It is found in widely distributed in soil around the world. It is an uncommon cause of illness among humans, but may cause infections in both immunosuppressed and immunocompetent individuals. 4 Almost all the cases reported have been associated with immunosuppressed patients who have undergone organ transplantation or patients treated due to malignant growths. 5 Cutaneous lesions and subcutaneous nodules are the commonest forms of presentation. Most infections are superficial and are preceded by local trauma. 6 This disease is only very rarely associated with infection in joints: only a single case has been reported so far, which was associated with tearing of a flexor tendon. 7 Here, we report a case of phaeohyphomycosis in the left knee of a previously healthy patient who was not immunosuppressed.
Report of clinical case
The patient was a 76-year-old man with a history of pain and edema in his left knee for around two months, with increased volume in the anterior region of the patella.
When he was first seen, he presented pain and increased volume in the anterior region of the knee and suprapatellar bursitis was suspected. He was medicated with a nonsteroidal anti-inflammatory drug. He came back seven days later, with increased volume and pain. The site was punctured and a thick secretion of purulent coloration with yellowish lumps was observed. He was medicated with an oral antibiotic because of suspected superficial infection. However, he came back two days later with recurrence of the edema and an increased state of pain.
The patient was admitted to hospital for surgical treatment consisting of drainage, resection and cleaning. During the operation, thick material of whitish and yellowish coloration was observed in a large quantity of friable solid lumps. The suprapatellar bursa and all the material in the anterior region of the quadriceps tendon was resected and sent for anatomopathological examination and culturing on four samples.
The result from the cultures was negative. However, the anatomopathological analysis showed phaeohyphomycosis, as demonstrated in Figs. 1-4 .
The treatment instituted was itraconazole, 200 mg/day for six weeks, and complete remission from the condition was achieved by the end of this period. The screening tests for inflammatory arthritis and immunosuppressive diseases were confirmed as normal. Regarding the patient's habits, he was not a smoker, alcohol abuser or drug user.
The physical examination remained normal after one year of follow-up, will full weight-bearing and complete range of motion. He was able to do routine activities without limitations.
Discussion
The clinical case presented here is the first one published so far on infection due to phaeohyphomycosis in the knee. The infection was located in the suprapatellar region and resembled bursitis. In this case, the patient did not have any immunosuppressive diseases, unlike in the case presented by Chahal et al., 7 in which the infection led to tearing of the flexor tendon. Moreover, the patient had HIV, was an alcoholic and a smoker.
Data on the incidence of phaeohyphomycosis are still scarce in the literature. In a study in San Francisco (USA), the incidence was 1:1,000,000 per year. 8 The infection results from direct inoculation after trauma, cuts or wounds that are contaminated with earth, vegetation or decomposing wood.
Although almost all the cases recorded have been associated with immunosuppressed patients who had undergone organ transplantation or procedures to treat malignant growths, the presence of immunosuppression is not obligatory for the disease to appear, as was seen in our case. 2, 3, 5, 9 The location affected is preferentially the upper and lower limbs. The neck, face and buttocks are rarely affected. 10 In a study on 72 patients, 76% presented fever and 33% cutaneous manifestations, including skin eruptions and ulcers. The commonest site of infection has been the lungs, which was seen in 33 (46%) of the 72 patients. This was followed by the heart, in 21 patients (29%); skin, in 19 (26%); brain, in 16 (22%); and kidneys, in 16 (22%). The liver, spleen, lymphatic ganglia, bones, joints and muscles have been less commonly reported as infection sites. 5 The case of phaeohyphomycosis in the knee reported here is concordant with the literature, in that cases located in joints are rare.
To treat phaeohyphomycosis, drugs such as itraconazole, ketoconazole, fluconazole and flucytosine have frequently been used. 5 Itraconazole is the preferred drug. 10 In one study, the drug most used was amphotericin B, which was administered to 62 (97%) of the 64 patients who received antifungal therapy. 5 Rare fungi of soils have pathogenic potential in chronic skin lesions and lead to formation of crusts and ulceration. In patients who have received transplants, they need to be taken into consideration in the differential diagnosis for invasive fungal infections, in immunocompromised patients. 11 It is important to maintain a high degree of suspicion of phaeohyphomycosis in cases of infected tenosynovitis when the symptoms do not become resolved after irrigation, debridement and antibiotic therapy. 7 Further studies on phaeohyphomycosis in joints should be conducted because of the scarcity of such information.
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